from the early part of the year, when he first noted a halo round the gas, and in two months was almost blind and unable to read any of the lines of test types. He consulted Mr. Wray in September, and he sent him for examination of the nose. There was hypertrophy of both middle turbinated bodies; the posterior extremities of these were removed to make the sphenoidal and posterior ethmoidal cells accessible. Within two or three months he could read the largest test type. Very slight but steady improvement has continued, and the patient can now read a newspaper without the help of glasses. A feeling of " pressure" disappeared after the operation, and the nose has been freer. The actual complicity of the posterior cells is doubtful.
DISCUSSION.
Dr. DUNDAS GRANT said the first case seemed to be one in which the dependence of optic neuritis on sphenoidal disease was not absolutely decisive. It seemed as if the removal of the turbinals permitted of relief of the stasis, or perhaps of drainage from the posterior cells, and that that played a part in the recovery, although it was known that recovery was not unusual in such cases without surgical treatment.
Dr. SCANES SPICER said this question had been of great interest to many rhinologists for years-namely, the connexion between different forms of nasal disease and symptoms referred to the eye; and though any one rhinologist might not see enough of any one sort of case to make general assertions, many eye symptoms certainly did disappear after the nose had been treated. Ophthalmologists and rhinologists should co-operate in working out these co-existences and sequences. He questioned whether " probably attributable to sphenoidal disease" was applicable to the present cases, because no evidence of sphenoidal disease had been described or was visible. He thought that some congestive conditions of the disc were associated with abnormal pressure between the middle turbinals and the septum. More than once he had observed that relief of that pressure, by removing the redundant part of the septum or reducing the middle turbinals on account of nasal symptoms, had been followed by disappearance of visual symptoms which the patients had previously noticed. He did not at the present moment see anything abnormal in the discs of Dr. Grant's first case, and in the second no drops had been instilled into the eyes, so that he could not get a view of the discs. He would suggest that in these cases the retrobulbar congestion was most probably due to pressure which Dr. Grant had removed; that pressure having either caused collateral venous engorgement or having been a reflex vasomotor engorgement from pressure on the intranasal nerves. He recommended Dr. Watson Williams's very valuable article and diagrams in this year's Medical Annual as an introduction to the subject of these connexions to those who were sceptical about them.
Dr. C. 0. HAWTHORNE desired, as one who had no expert knowledge of the diseases of the nasal cavities, to know what was the exact condition in the sphenoidal sinus which the operation removed. The record of the first case seemed to be the natural history of many cases of so-called retrobulbar neuritis quite apart from any intranasal operation, and hence, at least at first sight, the question arose whether the operation here had anything to do with the favourable issue. He thought it would be a great mistake if retrobulbar neuritis, so called, were to be regarded as specially confined to the ophthalmologist on the one hand, or to the rhinologist on the other. Retrobulbar neuritis was a condition which, when it occurred, threw a suspicion on the patient's central nervous system. It might be months or years before further signs appeared, but in a certain number of instances retrobulbar neuritis was the first event in the evolution of disseminated sclerosis. This wider relationship should certainly be borne in mind.
Mr. WESTMACOTT said that a similar case came under his notice last November. The patient was seen by an oculist for sudden blindness in the right eye. The diagnosis was right sphenoidal disease, and an immediate operation was advised. Before anything was done the patient's brother, who had been under Mr. Westmacott's care, asked him to see him. He found the sphenoidal sinuses both clear, but on transillumination there was a shadow in the left maxillary sinus, the side opposite to that of the blindness. That antrum ,was full of foul pus. He removed a tooth and treated the sinus by an obturator plate, and the patient got well. From the day of operation the sight began to improve, and now it was almost normal; there was simply a misty central portion of the field of vision. He believed the two conditions in the patient were merely a coincidence, that the blindness was a retrobulbar neuritis, probably of central nervous origin, and had nothing to do with accessory sinus disease.
Sir FELIX SEMON asked where the connexion between a right retrobulbar neuritis and a left maxillary sinus disease came in. He did not think that even the most far-fetched theories could establish such a connexion.
Mr. HERBERT TILLEY said he had seen a large number of cases of sphenoidal sinus suppuration, but in none had he seen the optic disc affected, though he had had the discs examined in every case. There was an excellent article on the relationship between diseases of the eye and nose in the Transactions of last year's International Congress of Laryngology at Vienna (1908). Kuhnt's paper read at that meeting gave an excellent review of the subject, showing that many of the eye diseases were due to the conveyance of infection from the nose by way of the lachrymal canal.
Mr. CLAYTON Fox asked whether there was any lesion of the posterior ethmoidal cells in that case, as it was stated by modern writers that a posterior ethmoidal cell often came into intimate relation with the inner wall of the optic Grant: A ngeioneurotic (Edema foramen, and that being so it would be more easy to conceive that the nerve would suffer from a lesion of this cell, closed and suppurating, than from sphenoidal sinus disease.
Dr. GRANT, in reply, thanked Dr. Hawthorne for his apposite suggestions. No doubt the ophthalmologist would only refer such cases to the rhinologist when there was reasonable ground for suspecting that there was disease in the nose. He referred Dr. Hawthorne to the observations of Onodi upon contralateral optic neuritis in cases of suppuration in the posterior ethmoidal cells.
Onodi pointed out' that the mechanism in such cases was that the posterior ethmoidal cell of one side sometimes passed even behind and across the sphenoidal sinus of the same side, so as to come nearer to the optic nerve than the sphenoidal sinus; and if it happened that there was very thin bone, or a dehiscence at that spot, contralateral neuritis might be present as the result of suppuration in the ethmoidal cells. If Dr. Westmacott's case was not a mere coincidence, he suggested that the explanation might have been found in simultaneous suppuration in posterior ethmoidal cells on the same side as the antrum, but extending round the sphenoid to the opposite side.
lJourn. of Laryngol., Lond., 1907, xxii, p. 382. Case of Angeioneurotic CEdema. By J. DUNDAS GRANT, M.D. THE patient, a man aged 29, has just come under observation on account of swelling of the face which came on somewhat suddenly about two months ago. It then occupied the whole of the forehead, and there was some loss of sensation in the swollen region. It has spread over the whole of the right side of the face and part of the left, along with the nose. It is reported to have disappeared at one time for five days, and then to have appeared again after a sleepless night. There is also a white vesicle on the right pharyngo-epiglottic fold, but no symptoms seem to have arisen from it. At the time of the onset of the facial swelling the patient was suffering great mental distress due to domestic causes; he has also a tendency to bleed and to bruise very readily, and his gums are pale and spongy. There is no history of swellings or hamorrhages in any other part of the body. The coagulation time of the blood was three times greater than normal, and the haemoglobin amounted to 90 per cent. of the normal. There was slight excess of lymphocytes, but otherwise nothing remarkable.
